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ABSTRACT
In most cases, a sudden interruption of most medications has no major consequences. There are well-recognized thera-
pies that, when withheld, can either lead to the reappearance of the symptoms they were controlling or to signs or symp-
toms of withdrawal. In this article, we present a table including medications that when interrupted can produce
withdrawal syndromes, the signs and symptoms of the withdrawal syndrome, the time to onset and resolution of the syn-
drome, information regarding alternative delivery options for the drug/s when the oral route is not possible, as well as
prevention and therapy.
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G
enerally there are no major consequences
following sudden interruption of a medication.
However, there are well-recognized therapies
that, when withheld, can either lead to the

reappearance of the symptoms they were controlling or to
signs or symptoms of withdrawal. The interruptions may
result from inappropriately reconciling the patient's medica-
tion list in every encounter, from considering certain medica-
tions redundant or unneeded in the inpatient setting without
understanding the consequences of stopping them, or from
the inability to use the oral route in the case of oral treat-
ments. When there is uncertainty about deprescribing,
pharmacists are integral components in the successful discon-
tinuation of inappropriate medications, especially in elderly
patients.1 They can offer valuable information to both
physicians and patients.

Symptoms of withdrawal should be distinguished from
reappearance of disease symptoms that may reemerge in
absence of the treatment. True withdrawal appears when the
drug dose reduction is sudden rather than gradual, symptoms
are more severe than what they were at baseline, or they appear
in newborn infants whose mothers have been taking the drug.2

Table 1 summarizes medications that when interrupted
can produce withdrawal syndromes. The table describes the
signs and symptoms of the withdrawal syndrome, the time to
onset and resolution of the syndrome, information regarding
alternative delivery options when the oral route is not
possible, and prevention and therapy.
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